In order to investigate the contribution of environmental events to the occurrence of serious suicide attempts, patients were interviewed about the events that occurred to them or their spouse in the 12 months previous to the actual suicide attempt. Several methodological improvements relative to previous events and suicide research were incorporated in the study. Only primary depressive attempters (n= 14) were selected, and for purposes of comparison, a primary depressive control group (n = 14) was selected. Moreover, seriousness of suicide attempt was quantified and assessed in each patient, and only moderately or severely serious attempters were chosen. The results showed that the occurrence of serious suicide attempts is strongly associated with an increased rate of independent events (events not influenced by the patient's behavior, decisions, or disorder) in the year preceding the attempt, and that a particularly high density of such events between episodic onset and the attempt may serve as the direct initiator of an attempt. Our data also suggest that exit events, where an important social support is lost to the patient, may play a particularly significant role in initiating an attempt. Moreover, the findings suggest that the presence of social support may buffer the impact of exit events and thereby reduce suicidal risk. Implications of our findings for the highest risk period of suicide are discussed.
jor medical illness) and secondary depression at the time of assessment, those studies that reported data for primary depression confirmed the strong relationship between this disorder and suicide. For instance, in extrapolating from 17 such studies, Guze and Robins (1970) estimated that the lifetime risk of suicide for primary depression is about 15%, whereas the lifetime risk for the general population is 1%.
It is unclear what accounts for the increased risk of suicide in primary depression, but a number of contributing variables have been suggested in the literature. These variables include demographic characteristics; environmental factors, such as the impact of events or the availability of social support; personality differences; treatment availability or effectiveness; and biological factors affecting symptomatology or course of the illness (Crook, Raskin, & Davis, 1975; Flood & Seager, 1968; Lester, 1972; McHugh & Goodell, 1971; Murphy, 1972; Paykel & Dienelt, 1971; Robins, Murphy, Wilkinson, Gassner, & Kayes, 1959; Rorsman, 1973; Rosen, 1970; Sainsbury, 1968; Walton, 1958) . However, in most cases, determination of the relative contributions of these different variables to suicidal behavior is not possible because methodological limitations prevent clear interpretation of results.
With respect to the relationship between suicide and primary depression, there exist two major methodological problems. The first problem concerns the heterogeneity of samples with respect to two variables: seriousness of suicide attempt and clinical heterogeneity of depression. Concerning the first variable, many studies combine attempters of varying severity. For instance, patients who merely threaten suicide but take no suicidal action or who make only a trivial gesture are usually combined in analyses with patients making highly lethal attempts. However, the literature strongly suggests that there are at least two populations of suicide attempters: a younger, largely female group with evidence of emotional immaturity rather than a full primary depressive syndrome, whose attempts are largely impulsive, manipulative, and of low lethality; and an older, more severely depressed population (the greater proportion of whom are primary depressives) whose intent to die is stronger and who ultimately account for a much higher proportion of completed suicides (McHugh & Goodell, 1971; Robins & O'Neal, 1958; Rosen, 1970; Schmidt, O'Neal, & Robins, 1954; Silver, Bohnert, Beck, & Marcus, 1971; Weissman, 1974) . Therefore, to combine individuals from these two groups, especially in studies attempting to assess predictors of suicide, can only serve to confound interpretation of results. If one's interest is in exploring the contributory factors of suicide, lethality of attempts must be measured directly.
The characteristics of the two suicide populations described above shed light on the second variable that contributes to sample heterogeneity in suicide research: the problem of clinical heterogeneity of depression. Research indicates that the younger group with suicidal attempts of low lethality is characterized mainly by personality disorders and various neurotic traits. In these cases, the depressed affect is generally an accompanying or secondary feature, whereas the full clinical picture of primary depressive features is absent (Briscoe & Smith, 1975; Clayton, Halikas, & Maurice, 1972; Paykel, 1971) . Additionally, even when studies of suicidal behavior examine more severely depressed populations, they often fail to use explicit diagnostic criteria, such as the Research Diagnostic Criteria (Spitzer, Endicott, & Robins, 1978) , to specify primary depression. Hence, resulting samples may well include patients with a variety of psychiatric and medical problems accompanied by secondary depressive features as well as primary depression cases. Thus, again it becomes difficult to interpret the precise relation of suicidal behavior to primary depression.
The second major methodological problem concerns the use of appropriate controls. Few studies of suicide employ primary depressive control groups in examining predictors of suicidal behavior. Without depressive controls, it is impossible to know whether differences between suicide cases and controls are related to suicide risk or to differential clinical features of the groups.
Only a handful of studies that used a reasonably exclusive definition of primary depression and a nonsuicidal depressive control group have examined cases who completed suicide or made serious attempts (Asberg, Traskman, & Thoren, 1976; Barraclough & Pallis, 1975; Bunney, Fawcett, Davis, & Gifford, 1969; Farberow & McEvoy, 1966; Flood & Seager, 1968; McDowall, Brooke, Freeman-Browne, & Robin, 1968) . With the exception of two studies that focused on biochemical variables (Asberg et al., 1976; Bunney et al., 1969) , most of the studies have suggested that nonclinical variables may be the most important predictors of suicidal risk in depressive disorder. In particular, one area that is often assumed to bear a causal relation to suicidal behavior is the occurrence of stressful life events. In general, there is an increasing body of evidence suggesting that environmental events serve as one significant factor in initiating the development of depressive episodes (Depue, 1979) . Moreover, events that are associated with long-term negative consequences for the individual appear to be most closely related to onset of depression (Brown, 1979) , particularly events that involve the loss or threatened loss of individuals close to the patient (Paykel, 1979) . The more specific relation between events and suicidal behavior may be mediated by the cognitive distortions that occur in persons with depressive disorders. Beck, Kovacs, and Weissman (1975) have demonstrated that the cognitive distortion of hopelessness about the present situation and the future is a central feature of both depression and suicidal behavior. Perceived within the framework of hopelessness by a person experiencing the onset of a depressive episode, the occurrence of negative environmental events may intensify hopelessness and lead to what may appear as the only viable escape behavior-suicide. Events denoting long-term negative future consequences may be particularly effective in inducing a sense of hopelessness, and if such events also involve the loss of social support (e.g., social exit events; Paykel, 1979) , the risk of suicidal behavior may be quite high.
The study that most carefully examined the relation between events and suicidal behavior compared suicide attempters and two control groups (Paykel, 1979; Paykel, Prusoff, & Myers, 1975) . For a 6-month period preceding their suicide attempts, the attempters reported four times as many events as did subjects from the general population and one and a half times as many as reported by depressed patient controls. Moreover, compared with depressive controls, attempters reported an excess of more severely threatening events and events outside their control. The latter group also showed a marked peaking of events in the month and particularly in the week before the attempt, whereas .the excess of the events for the depressive controls was more generally distributed over the 6-month period under investigation (although a mild peaking in the month before onset of depression was evident even for controls). The authors concluded that the findings indicated "a strong and immediate relationship between suicide attempts and life events" (Paykel et al., 1975, p. 327 ).
The problems in interpreting the Paykel et al. findings with respect to primary depressive disorder are significant in three ways. First, the diagnostic composition of the suicide attempter and the control groups is unknown. However, 27% of the entire sample did not meet criteria for depression that required at least outpatient treatment, and only 56% required hospitalization. Hence, a major portion of the sample appear to be milder cases. Furthermore, because it was not determined whether depression was present prior to the attempt, it is unclear whether the depressed mood was part of a preexisting full depressive syndrome, secondary to a personality or neurotic disorder, or a result of the suicide attempt itself. Thus, it is difficult to know what proportion of the sample is composed of primary depressive patients. Second, concerning the issue of lethality, a good proportion of the Paykel et al. (1975) sample resembles the young, female, low-lethality attempters with personality disorder described above, rather than a primary depressive group at highest risk for completed suicide. For example, the mean age of Paykel's sample is 28, and 68% of the patients are female. Additionally, the severity of the suicide attempts varied greatly, with 28% of the sample making only minor suicidal gestures. And third, because onset of depression was not established for the attempters, the study was not able to examine a potentially interesting aspect of the influence of events occurring before onset of depression and of events occurring after onset of depression but before the attempt. In view of the interpretative and methodological problems inherent in the Paykel et al. study, the present investigation attempted to explore further the contributions of life events, social support, and clinical characteristics to serious suicidal behavior in primary depression. To avoid interpretative problems, the study incorporated several methodological improvements: (a) Clinical heterogeneity was reduced by the use of explicit diagnostic criteria in establishing primary depressive disorder diagnoses; (b) a matched nonsuicidal primary depressive control group was utilized; (c) a specific criterion for seriousness of suicide attempt was used; and (d) the onset of depression prior to the attempt was established as precisely as possible.
Method Subjects
During a period of 1 year, a consecutive series of suicidal patients between the ages of 18 and 65 years were interviewed in their first week of hospitalization at two urban hospitals. Patients selected for study had to meet two sets of selection criteria. First, all patients had to satisfy the Spitzer, Endicott, and Robins (1978) Research Diagnostic Criteria (RDC) for primary depressive disorder. Patients were excluded if they concurrently met the criteria for either schizophrenia, primary alcoholism, or organic brain syndrome, or if they suffered from any major medical or endocrinologic disorder. To derive diagnoses, depressive symptomatology was assessed for a period of 2 weeks prior to hospitalization (or suicide attempt, if hospitalization did not follow the attempt immediately), as well as for the period of early hospitalization. Interviews were conducted on average within the first 3 days of hospitalization, and patients' reports were supplemented and verified with accounts of relatives or close associates and with hospital records.
The second selection criterion concerned the seriousness of the suicide attempt. The seriousness of intent to die was rated on the Suicide Intent Scale (Beck, Schuyler, & Herman, 1974) , information for which was obtained from both the patient and the person most familiar with the attempt. In 70% of the cases, this latter person was a spouse or parent. Only attempters for whom there existed no important discrepancy of information between self-report and informant report were selected. Of these, only patients with a seriousness-ofintent score ranging between moderately and extremely serious were selected for study. In the final sample, 27% of the attempts were of an extreme, life-threatening nature requiring medical intervention to prevent death. Analyzed by method of suicide attempt, a little over half (54%) of the attempts involved drug overdose, whereas the remainder involved methods such as gunshot (9%), hanging (18%), or severe self-mutilation (18%).
Because of the restrictions of these two criteria, only 14 attempters were found acceptable for inclusion during the year of case selection. Although the size of the attempter sample must be viewed as a limitation, it was felt that less stringent criteria with respect to diagnostic category or seriousness of intent to die would serve to increase sample heterogeneity and thereby produce results subject to the interpretative problems that are already so evident in the suicide and depression literature. For purposes of comparison, a consecutive series of primary depressives was concurrently selected from the same group of patient admissions reviewed during the year of study. The control group of 14 patients was interviewed and diagnosed in a manner identical to the attempter group.
Overall then, each patient and relative was interviewed at least twice, resulting in 75 interviews in the study. Because totally blind interviewing would have exceeded our interviewer resources, many interviews (about 50%) were not blind to group status. The potential bias resulting from nonblind interviews is evaluated below in the Discussion section. The characteristics of both groups may be seen in Table 1 . The depressive controls are generally comparable to the attempters on age, sex, race, social class, and marital status. The two groups were purposely not matched on level of severity of depression to determine if depressive severity is an important variable contributing to suicidal behavior. To compare groups on symptom severity, the Hamilton Rating Scale for Depression (Hamilton, 1960) was used. Symptoms were rated on this scale in the typical format. So as not to introduce a memory distortion, the ratings were made at the end of the interview by the interviewer. The suicidal subscale on the Hamilton scale was omitted because the interest in this study was to compare severity of symptomatology outside of suicidal behavior. The attempters tended to be younger, but the difference in age was not significant (p < .10). The groups did not differ on history of suicide attempt; hence, the attempters cannot be said to be a more suicidal group on a historical basis.
Dating of Onset
The dating of symptom onset was of considerable importance because whereas only events occurring before onset could be of etiological significance in the development of depressive symptomatology, it seemed equally important to examine events that occurred after onset but before the suicide attempt. These latter events might distinguish depressives who made a suicide attempt from those who did not.
Because the onset pattern varies in depression, two types of clinical onset were recognized: (a) an abrupt onset of depressive symptoms from a normal state and (b) marked exacerbation of a mild, more chronic depressive state, leading to hospitalization (Brown, 1979) . There was an attempt to establish both forms of onset within a week's period. If uncertainty existed as to the week of onset, a range of time uncertainty was plotted, and the midpoint of uncertainty was taken as the date of onset (as recommended by Brown, Sklair, Harris, & Birley, 1973) . To reduce memory distortions, all information bearing on onset was obtained from patients in a second interview after depressive symptoms had subsided (no less than 3 weeks after hospitalization).
The onset of the earliest symptoms was dated as precisely as possible using both the patient and relative as independent informants. Agreement between these two sources concerning time of onset was quite high (91%) and is similar to the figure of 86% reported by Brown etal. (1973) .
Life Event Measurement
The events inventory. A list of 91 positive (desirable) and negative (undesirable) life events was compiled by including all nonduplicating items from several inventories currently in use (Cochrane & Robertson, 1973; Dohrenwend, Krasnoff, Askenasy, & Dohrenwend, 1978; Holmes & Rahe, 1967) . Only discrete, novel events (i.e., not chronically stressful situations) were included as items, and they represented a variety of areas of functioning, such as marital, love, occupational, financial, and parenting.
To reduce the effects of disorder on memory of events, the inventory was presented to patients after active symptoms had subsided (no less than 3 weeks after hospitalization) (Paykel, 1979) . They were asked to mark all events that had occurred to them or a first-degree relative living with them during the year preceding hospitalization. Patients were also asked about the occurrence of events that may not have been included on the list. The great majority of events recorded occurred to the patient himself and a small minority to first-degree relatives. The list was returned to the interviewer, who then questioned the respondent about each event, obtaining information regarding its date of occurrence and the circumstances surrounding the event.
A year was selected for the study period because an average period of 3 months from onset of depressive symptoms to hospitalization has been typically reported (Brown, 1979; Paykel, 1979) , and a 9-month period prior to onset previously has been found to reveal a significant increase of threatening events for depressives relative to a matched community sample (Brown, 1979) . Moreover, the temporal pattern of events was analyzed in two separate time periods: for the period prior to onset and for the period between onset and suicide attempt, or an equivalent period for nonattempters.
In independent interviews, each patient's spouse or closest associate (someone who saw the patient regularly each week) was asked to mark events that had occurred to the patient or a first-degree relative living with the patient. There was good agreement between the spouse/ close associate and the patient on reporting of events, and as Brown (1979) has found, this was especially the case for those events that were moderately or severely distressing (see below). On such events, there was 93% agreement, which is similar to Brown's (1979) figure  of 92% .
Finally, it has been demonstrated several times that only very distressing and undesirable (Paykel, 1979) or threatening (Brown, 1979) events bear a relation to the onset of clinical depressive episodes. The distressfulness of events has been expressed in numerous ways. In one case, Paykel and Dienelt (1971) simply categorized events on commonsense grounds as desirable or undesirable. In another case, he used population-derived distress weights (Paykel, 1979) . Brown (1974) used a more complicated procedure for determining the threatening quality of events based on consensual judgments about the current context and future implications of each event for the patient. Moreover, Brown rated events in terms of their temporal impact, where long-term threat was defined as threat produced by an event that is still experienced by the person 2 weeks after the event's occurrence. It is important to realize that Brown's threat ratings based on objective contextual criteria did not produce results significantly different from those in which patients reported subjectively on a 4-point severity of threat scale (Brown, 1974) . In all of the above cases, regardless of the method used, only events rated as moderately or severely threatening, undesirable, or distressing were related to depression onset (Brown, 1979) .
In the present study, after discussing with the patient the notion of distress exactly as defined by Paykel (1979) in his research, we asked patients to rate each event that occurred on a 4-point scale of distress similar to Brown's (1979) 4-point threat scale. The four points on the distress scale were labeled None, Mild, Moderate, and Severe. Patients had seen the entire list of events before ratings were made and hence were told to rate each reported event only after taking into account its distressing quality relative to other more or less distressing events they had seen on the list. After analyzing our data using all events, and then using only events receiving moderate or severe distress ratings, we also found that only the latter provided results of interest. Combining events of all distress levels in analyses only led to a masking of significant differences between groups, as Brown (1979) found. Therefore, because the primary focus of our study was on suicide rather than on life event methodology, we have conserved space by presenting below only results on the moderate and severe distress events. We mention our overall findings here to further confirm this event distinction found in previous research.
Dating of events. In accordance with Brown et al.'s (1973) interview procedure, patients were encouraged when dating events to use anchor dates (birthdays, special events, public holidays) to which event occurrences could be referenced. We attempted to date events to a particular week; when this was not possible, the event date was recorded as the midpoint of the period of time uncertainty (Brown et al., 1973) , as was described above for the dating of onset.
Independence of events. To reduce the possibility that a relationship between events and suicide attempts may reflect the occurrence of events that are the result of depressive disorder, we analyzed only events that were independent of symptomatology. Two of us, blind to the patient's group identity, consensually established independence. This was done in several ways. First, all events logically not caused by the patient's behavior, decisions, or symptomatology, such as death of spouse, were considered to be independent. Here, we used as a guide the events designated as independent on Dohrenwend's inventory (Dohrenwend et al., 1978) . Second, the onset symptomatology and other periods of symptom exacerbation were located. Events occurring in the midst or immediate wake of symptomatology were considered dependent unless they were clearly not caused by the patient's behavior (again, death of spouse, for example). Third, interview data concerning the context of the event were also used in making judgments of the independence of the event. For instance, a marital separation that had been planned long before was not considered an event that was contingent on that particular episode of symptoms, even though the patient's psychiatric history may have been a factor in the initial decision to separate. The judgment of the independence of this event is further supported if the actual separation took place in a time period when the subject appeared to be symptom free. In contrast, a spouse's separation that is relatively sudden and that is concomitant with physical abuse, increased alcohol consumption, and rapid-pressured speech on the part of the respondent cannot reasonably be dissociated from an apparent onset of agitated depressive or manic symptoms. Finally, it should be noted that judgments of independence were enhanced by the fact that the part of the second interview concerning life events was completed before any information regarding symptom onset was obtained. This rendered it more difficult for respondents to fashion their responses in such a way as to lend a post hoc causal significance to the events reported.
Event subcategorization. Exit events, or departures from the social field, have been found in other studies to differentiate depressives from population controls (Paykel, 1979) . Paykel has found that a heterogeneous group of suicide attempters had about the same number of exit events as depressed patients. In the current study, this category was defined in line with Paykel's definition, which includes death, divorce, separation, a family member's leaving home, or the loss of a significant person other than a family member. The events were analyzed separately for the two time periods described above-before onset, and between onset and the suicide attempt.
To examine whether particular types of events other than exits occurred more frequently to attempters versus controls, events were classified into content areas as follows: (a) physical health-injuries, illnesses, and hospitalizations involving the patient or close family; (b) financial/legal-loss of income resulting from layoffs, terminations, or business failures, or any serious worsening of one's financial or legal condition; (c) work challenge-changes and stresses connected with employment, such as increased or decreased responsibilities or difficulties in executing job requirements; (d) interpersonal disruption-major problems in relationships with one's spouse, other family members, friends, and so forth; and (e) death-of a spouse, child, parent, or somebody equally close to the patient.
Social Support Index
The effects of stressful events may be moderated by other variables, such as the individual's social support system. Brown (1979) found that people living alone or only with young children-that is, people without "confidant support"-had a higher risk of developing depressive disorder. We applied this index to our sample to determine if the lack of confidant support differentiated the two groups or if its presence protected individuals who were encountering stressful circumstances from suicide attempts. Confidant support was defined as living with a spouse, an adult family member (over the age of IS), or another adult with whom one had a steady relationship.
Procedure
Patients were contacted and interviewed within 1 week of admission concerning diagnosis and (in the attempter group) suicide attempts. Approximately 3 weeks later, patients were interviewed a second time. The second interview inquired about events, their dates, and the date of onset of the depressive episode, in that order. In independent interviews some time between the patients' first interview and discharge from the hospital, the patients' closest associates were interviewed about events, event dates, and date of onset, in that order. In most cases, patients and closest associates were interviewed simultaneously but separately during one of the closest associates' visits to the hospital.
Results

Clinical Characteristics
As may be seen in Table 1 , the attempters and the controls did not differ significantly on number of previous hospitalizations for depression or mania, nor did they differ on median age of first onset of episodes. Because the two groups did not differ significantly on current age, and because the age of first onset was similar, it could be concluded that the groups had suffered disorder for roughly the same number of years. The severity of depressive symptoms in the current episode as rated on the Hamilton scale was compared for the two groups. The group means (also presented in Table 1 ) did not differ significantly. Overall then, neither the chronicity of disorder nor the severity of the current episode differed significantly for the two groups.
Environmental Factors
Total number of events. As may be seen in Table 2 , the number of patients reporting at least one distressing event (moderate or severe distress) did not differ significantly between groups. However, the temporal distribution of events did distinguish groups. Whereas groups did not differ in incidence of events prior to onset, after the onset of the depressive episode, the attempters reported an average of one event per person, whereas the 14 controls as a group reported only one event. More pertinently, the number of attempters reporting at least one event after onset differed highly significantly from the number of depressive controls reporting at least one event.
1 Independent events. As may also be seen in Table 2 , for independent events of moderate and severe distress, there is a highly significant difference between the number of attempters and of controls reporting at least one event during the total study period. Moreover, the number of patients reporting at least one independent event significantly differentiates groups for both the pre-and the postonset periods. After the onset of depression but before the attempt, six attempters experienced independent events, whereas in an equivalent mean time period after onset, none of the controls did. The temporal patterning of independent events may be seen in Figure 1 . The rate of independent events for the two groups is recorded for the 16 3-week periods under investigation. The mean time of onset of depression occurred at 11 weeks before hospitalization. Suicide attempts occurred between onset and hospitalization. Whereas the controls showed a sharp rise in events in the 6 weeks before onset, the attempters generally showed a raised rate of events over the entire study period and a slightly higher rate in the 3 weeks prior to onset. Moreover, whereas the rate of self-reported events decreased sharply after onset in the control ' All comparisons of the numbers of patients reporting at least one event employed the Fisher exact probability test.
group, the attempters continued to show a high rate of patients reporting events up to the time of hospitalization.
Exit events. More than a third (34%) of all events reported by the attempters could be classified as exit events, compared to 22% in the control group. As may be seen in Table  2 , for both the entire study period and the preonset period, the number of attempters reporting at least one exit event differed significantly from the number of controls who experienced at least one such event. Whereas the preponderance of exit events occurred before onset of depression for the attempters, two attempter patients reported exit events after onset. None of the controls reported such an event after onset, although this difference did not reach significance. When the two groups were compared on the incidence of events related to work, financial and legal situation, physical health, and death, no significant differences were found.
Social Support
Significantly more attempters than controls lacked confidant social support (see Table 2 ), that is, were living alone or only with children under the age of 16. Seventyfive percent of this subgroup of attempters who were without confidant support were so because of an exit event that occurred during the study period. Only one of the four depressive controls who reported exit events was without confidant support, and that was a result of the exit event. The other three controls who experienced exits during the study period all lived with spouses. The implications of these analyses will be discussed below.
Discussion
The most striking finding in this study is that the number of depressed patients who attempted suicide prior to being hospitalized significantly exceeded the number of depressive controls who reported at least one moderately or severely distressing independent event during the study period. This difference was evident for the period of time prior to the onset of the depressive episode (about a 9-month period), as well as for the period of time between episodic onset and the suicide attempt (an 8-week period).
At first glance, it appears that the attempter group, relative to the controls, was characterized by an evenly increased rate of events throughout the study period, directly up until the actual attempt. However, if one expresses the rate of attempter patients having at least one independent event as a function of weeks in a time period, prior to episodic onset the average rate is 12 attempter patients experiencing events over 37 weeks, or 1 patient experiencing an independent event every 3.10 weeks. The equivalent rate for the time period between episodic onset and the attempt is 6 attempter patients over 8 weeks, or 1 patient experiencing an independent event every 1.33 weeks, on the average. Put another way, the density of independent events following onset is more than twice that found for the preonset period. Although this finding of more events reported for more-recent time periods could be viewed as simply a memory factor, such an explanation seems unlikely because depressive controls did not show a similarly increased density of independent events in the postonset period relative to the preonset period. Therefore, the present results suggest that the occurrence of serious suicide attempts in primary depressives is strongly associated with an increased rate of independent events in the year preceding the attempts and that a particularly high density of events between episodic onset and the attempt may further enhance the probability of an attempt. Indeed, the latter may serve as the immediate, direct initiator of attempts that have been preceded by a year of distressing events. These general results can be further elaborated when the type of event is considered. Exit events, or departures from the social field, accounted for more than a third of all events reported by attempters, whereas this type of event accounted for less than one quarter of controls' reported events. Moreover, during the entire study period, the number of attempters reporting at least one exit event significantly exceeded the number of controls who reported such an event. Although these differences are confined largely to the preonset period, only attempters reported events after the onset of depression. The significance of exit events is that they reflect a loss of important confidant social support for the patient. In fact, in the attempter group, 75% of those patients who did not have confidant support had lost it as a result of an exit event during the study period. In contrast, only 25% of the controls who reported an exit event lost confidant support as a result.
The absence of confidant support was an important differentiation between the two groups. Significantly more attempters than controls lived alone or only with young children. Looked at another way, of those controls who suffered exit events, only one was without confidant support. This suggests that the presence of social support may buffer the impact of threatening events and help decrease an individual's vulnerability to suicide. The absence of social support, particularly when experienced as a loss event, may contribute substantially to an individual's sense of hopelessness and may overwhelm his or her coping resources, especially when these are already compromised by depressive disorder (Beck et al., 1975) .
Before these implications can be accepted with more assurance, several alternative explanations of the results require discussion. First, suicide attempts may be simply a function of greater severity of disorder, and if the reporting of events is affected by severity as well, events and attempts will appear related. Three aspects of this possibility were assessed: symptomatic severity of current episode, chronicity of disorder since initial onset of disorder, and suicide attempt history. Comparison of the two groups on the Hamilton rating scale revealed no significant group differences in symptomatic severity for the current episode. In terms of chronicity of disorder, the two groups did not differ significantly on number of previous hospitalizations. Because the groups were similar in onset ages and number of hospitalizations, and were of similar current age, it could be concluded that the groups had suffered disorder roughly the same number of years up to the current hospitalization. And, finally, the two groups did not differ in the incidence of previous attempts. Thus, differences in the current rate of suicide attempts between the groups do not appear to be due to clinical characteristics of the current episode, to the chronicity of past disorder, or to a history of suicide attempts.
The most plausible alternative explanation of the findings is that the experience of a suicide attempt resulted in the overreporting of events in the attempter group. This possibility cannot be ruled out entirely, but several factors argue against it:
1. Differences between groups in total event incidence held for independent events taken alone (i.e., events that were not the result of the patient's behavior, decisions, or symptoms). We were stringent in what we called an independent event, in order to counteract the possibility of a potential bias toward overreporting in the attempter group. A selective bias for independent events seems unlikely.
2. Information on the occurrence of events was obtained independently from patients and their closest associate (a spouse in the majority of cases). Agreement between patient and associate on the reporting of events of moderate or severe distress was 93%. Moreover, the agreement rate did not differ between the groups (attempters = 94%; controls = 92%). Although it is possible that a similar bias toward overreporting (to justify the attempt) was present in both the attempters and their closest associates, it is unlikely that such a high level of agreement on specific events could occur.
3. Not only would attempters and associates have to agree on specific events, but they would have to have agreed on specific independent events. 4. To dissociate the attempt and event aspects of the study for patients, information about the attempt was obtained during the diagnostic interview, which occurred shortly after hospitalization, whereas information concerning events was obtained at least 3 weeks later in a second interview. The nature of the attempt was not explored at all in the second interview.
A potential problem with this last point is that interviewers were not blind to a patient's or a relative's group status in all cases. Due to the large number of interviews, totally blind conditions would have exceeded our interviewer resources. Thus, two biases may have occurred. First, the interviewing of patients about life events where group status was known may have resulted in an interviewer bias to increase the reporting of events by attempters. However, the fact that events were elicited in a structured manner by having the patient review a list and check them off helped to guard against this possibility. In fact, as reported above, the numbers of events reported by the two groups over the entire study period did not differ.
A second possible source of bias is that not all life event interviews of relatives and patients were conducted blind of each other. Hence, it is possible that interviewers may have increased the conformity of number of events. This is unlikely to be a significant source of bias, both for the reason mentioned above (use of event checklist) and because a bias toward conformity would occur similarly in both patient groups. In fact, the consistency of reporting between patients and relatives is essentially the same for the two groups.
Hence, overall we believe that the attempt-event association found in the study is a robust finding. The findings suggest that the occurrence of serious suicide attempts in primary depressives is strongly associated with an increased rate of independent events in the year preceding the attempt and that a particularly high density of events between episode onset and the attempt serve as a direct initiator of an attempt. The role of social support as a moderating variable in suicidal risk in depressives is further suggested by its relative absence in the attempter group and by the fact that a high percentage of controls who suffered losses had other important sources of support with whom they lived. If events do increase the risk of suicide, our data further suggest that exit events, where an important social support is lost to the patient, may play a particularly significant role in initiating an attempt. Overall, it may be that the occurrence of an independent event after the onset of a depressive episode may be a powerful contributor to the feelings of hopelessness that are frequently associated with suicidal behavior.
Finally, our results may have relevance for the period of 6 months after hospital discharge, one of the highest risk periods for suicide (Mendels, 1970) . During the tenuous period of remission and readjustment to life's demands, the occurrence of life stressors, and perhaps especially those involving loss of social support, may overwhelm the coping resources of the recovering depressed individual. If this is a significant factor, it would seem important that rehabilitation plans incorporate short-term supportive therapy for depressed patients having no social support, or couples therapy for those patients who are involved in a fragile relationship.
